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SUMMARY
Eighteen patients have been referred for lung transplantations from Northern
Ireland in 1986-1990. Fourteen were accepted but only four achieved
transplantation. These rates are lowerthan forcomparable regions in theNorth
of England. The lung donation rate from Northern Ireland during the same
period was similar to thatfor the United Kingdom as a whole. The low referral
andtransplantratesforNorthernIrelandrequirereassessmentoftheprocedures
involved.
INTRODUCTION
Lung transplantation offers the only hope of recovery to patients with terminal
chronicpulmonarydisease. Neitherheart-lungtransplantation, singleordouble
lung transplantation are available locally in Northern Ireland and patients are
referred to centres in Great Britain. Data from Liverpool' (a mainland centre of
similar population to Northern Ireland and no local transplantation facilities)
had shown sub-optimal referral and transplantation rates for patients with
chronic lung disease in that region. The purpose ofthis study was to determine
the number, diagnoses and outcome of all patients referred from Northern
Ireland for lung transplantation during a similar five year period.
METHODS
Weconsidered thatpatients likelyto benefitfrom lungtransplantation would be
referred from one ofthe following groups of doctors: all consultant physicians
with a respiratory interest, all general physicians in hospitals without a
respiratory physician, invasive cardiologists and paediatricians. One of the
authors (PTR) contacted each ofthese consultants by telephone to determine
whether they had made referrals to a transplant centre between January 1986
and December 1990. A total of 32 physicians were contacted. Information on
patients' age, sex, diagnosis and outcome was obtained either from the case
notes or from the referring physicians. Case notes were obtained in 12 of 18
cases. Forcomparison, data ondonationsofheart-lungs, hearts andlungs were
obtained from statistics prepared by the UK Transplant Support Service
Authority from the National Transplant Database maintained on behalf of the
UK transplant community.2
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TABLE I
Patients referred for consideration of
transplantation
Diagnosis No.
Cystic Fibrosis 8
Alpha 1 antitrypsin deficiency 3
Asthma/chronic obstructive
airways disease 2
Fibrosing alveolitis 1
Bronchiectasis 1
Emphysema 1
TABLE 11
Outcome ofpatients referred for
transplantation
Outcome No.
Transplantation 4
Accepted and died on
waiting list 9
Accepted and waiting
transplantation 2
Assessed but rejected 1
Died prior to assessment 2
RESULTS
From a population of 1.6 million, 18 patients were referred of whom 14 were
accepted. The aetiological groups are shown in table 1, and the outcome ofthe
referral in table 2. Heart-lung transplantation was performed in four patients
andtwo patients had been accepted fortransplantation but had not been called
by the end of the study period. Nine patients who had been assessed and
accepted had died on the waiting list prior to transplantation, two died prior to
assessment and one was rejected on age criteria. The referral rate for Northern
Ireland was 1.5 and the transplant rate 0.5 patients/million population/year.
Corresponding data for UK mainland regions with and without local transplant
centres are shown intable 3. The average ageofourpatient groupwas 35 years
(13-56 years), although three ofthe four patients transplanted were under the
age of 15 years. The four patients transplanted had cystic fibrosis and
underwent heart-lung transplantation.
TABLE III
Referral and transplantation rates from four regions.
(patients/million/year)
Northern Liverpool Tyne & Northern
Ireland Wear Region
Referral rate 2.4 4.4 7.5 6.3
Transplant rate 0.5 1.4 2.3 2.3
Data from Northern Ireland and Liverpool taken from 1986-1990.
Data from Tyne & Wear and the Northern Region taken from 1989-1991.
Organ donation from Northern Irelandduringthe sameperiod was similartothe
UK as a whole assuming a population of 60 million (table 4).
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TABLE IV
Thoracic donations from Northern Ireland and the UK 1986-1990.
(patients/million/year)
Heart Heart/Lung Lung Total
Northern Ireland 0.8 0.5 0.4 1.7
UK 1.2 0.3 0.1 1.6
DISCUSSION
Heart-lung transplantation haslagged behindthatofsolidorgantransplantation
but became established in the early 1980s3 4 and has evolved over the last
decadetoincludethedevelopmentofsinglelung-transplantation forpulmonary
fibrosis5 and obstructive lung disease and the introduction of double lung
transplantation.6Extrapolatingfromthenumberofrespiratorydeathsinpatients
aged 10-49 years it has been suggested that 3 patients/million/year may be
suitable for heart-lung transplantation.7 This may be a conservative estimate
and referral rates from some regions in the United Kingdom are in fact higher
(Table 3). Tyne and Wear and the Northern Region are served locally by the
Newcastle centre and have a higher referral and transplant rate than both
Liverpool and Northern Ireland, neither ofwhich have a local transplant centre.
After assessment, UK patients wait an average of nine months and 25% die on
the waiting list;8 in Northern Ireland 40% died whilst waiting during the period
of the study.
It seems likely that a locally based service would improve the opportunities of
Northern Ireland patients to be referred and transplanted. Northern Ireland has
a long established renal transplantation centre: in the early 1980s, transplant
rates were higher than in Great Britain; 9 at the beginning of this study the
number of living renal graft recipients was proportionately much higher than
the UK as a whole.10 Much of the expertise for pulmonary transplantation is
already available locally but the number of cases from Northern Ireland alone
would notjustify the establishment of a separate unit. An alternative would be
a single centre for Ireland serving a population of4.5 million. The development
of more transplant centres might well decrease the activity levels of existing
centres, unless the supply of donor organs were increased. Recent reviews on
the subject highlight the significant numbers ofunused potential organ donors.
Hibberd et al identified a potential increase in organ donations from New South
Wales from 13 to 45 patients/million/year."1 They cited the reluctance of
physicians to identify and resuscitate potential organ donors together with
reluctance of relatives to give permission for use oforgans as potential area of
improvement.
What then can be done to improve the.opportunities of patients from Northern
Ireland (and other areas geographically remote from a transplant centre)? The
outcome ofreferral during the period ofthis study has not been encouraging to
the referring clinicians. Given the poor chance of success it may be imprudent
to simply encourage further referral. Health authorities are in a position to
contract for a specific number of procedures but the resources allocated vary
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considerably from region to region. We believe that selection should be based
on clinical issues and not on area of residence. In the short term the effect of
geographic isolation could be reduced by strengthening the links ofsuch areas
with the transplant centres. A centre could have a local representative to
provide information and advice to referring physicians. Visits from the centres
would reduce the effect of isolation, perceived or otherwise.
Wehavedemonstrateda lowreferral andtransplantrateina regionwithnolocal
transplant facilities. We feel there is a need for a better system to facilitate the
fair rationing of this scarce resource.
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